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QUALITY  SYSTEMS  OF  SUBSTANCE  ABUSE  FOR  ADOLESCENTS 


INTRODUCTION 

As  part  of  the  Balanced  Budget  Act  of  1997,  Congress  created  the  Sstate  Children's  Health 
Insurance  Program  (CHIP),  an  initiative  aimed  at  providing  insurance  for  low-income  children 
not  eligible  for  Medicaid  or  other  insurance  programs.  It  is  estimated  that  CHIP  will  provide 
coverage  for  approximately  5  million  children  who  were  previously  uninsured.  Thus,  states  are 
faced  with  the  challenge  of  providing  health  care  services  for  a  much  larger  proportion  of 
residents  under  age  18.  With  the  high  prevalence  of  alcohol  and  other  drug  problems  in  the 
adolescent  population,  substance  abuse  treatment  will  play  a  crucial  role  in  the  continuum  of 
services  funded  by  CHIP.  As  states  plan  and  implement  CHIP-funded  substance  abuse  services, 
access  to  timely,  accurate  information  on  adolescent  treatment  is  critical.  This  paper  provides  a 
brief  discussion  of  the  types  of  substance  abuse  treatment  services  currently  provided  to 
adolescents.  Special  attention  is  given  to  the  range  of  services  available  within  a  given  treatment 
modality  and  existing  evidence  on  treatment  effectiveness. 

Prevalence  of  Adolescent  Substance  Abuse  Problems 

Studies  have  shown  marked  increases  in  adolescent  substance  abuse  since  1990.  Though  use  of 
some  drugs  has  leveled  off  in  the  last  two  years,  the  Monitoring  the  Future  study  shows  that  in 
the  last  month  over  one-third  of  all  high  school  seniors  have  been  drunk,  nearly  a  third  reported 
using  marijuana,  and  over  ten  percent  have  used  and  illicit  drug  other  than  marijuana  (Johnston, 
1 997).  Only  a  limited  number  of  studies  have  measured  the  prevalence  of  adolescent  substance 
use  disorders.  The  available  data  estimate  that  between  three  and  four  percent  of  the  adolescent 
population  qualify  for  substance  abuse  treatment  as  measured  by  DSM-III-R  criteria  (Cohen  et 
al.,  1993;  Warren  et  al.,  1995).  With  adolescent  substance  use  on  the  rise  for  many  drugs,  it  is 
likely  that  the  demand  for  treatment  will  increase  in  the  coming  years. 

Key  Issues  in  Addressing  the  Needs  of  Substance  Abusing  Adolescents 

Though  adolescent  treatment  was  initially  modeled  on  the  existing  adult  substance  abuse 
treatment  systems,  effective  youth  service  planning  must  take  into  account  personal, 
developmental  and  environmental  factors  specific  to  adolescents.  Substance  abuse  treatment 
often  occurs  in  the  context  of  the  child's  involvement  with  other  mental  health  treatment 
programs  and  institutions  such  as  the  school  system  or  the  juvenile  justice  system.  In  some 
cases,  these  institutions  may  offer  their  own  substance  abuse  related  services  (e.g.,  school-based 
health  clinics,  adolescent  offender  diversion  program).  Thus,  adolescent  substance  abuse 


treatment  planning  should  involve  both  the  consideration  and  coordination  of  the  full  range  of 
services  utilized  by  adolescents  and  their  families. 

Adolescents  are  also  distinct  from  adults  in  the  potential  for  family  involvement  in  therapeutic 
interventions.  Several  studies  have  documented  the  association  between  family  relationships  and 
the  development  of  substance  use  disorders  (Stanton,  1985;  Wynne  et  al.,  in  press).  The  data 
demonstrate  that  family-based  interventions  play  an  important  role  at  all  levels  of  the  adolescent 
substance  abuse  treatment  system  (Liddle  &  Dakof,  1995). 

Co-occurring  Disorders 

It  has  been  recognized  for  some  time  that  adolescents  in  need  of  substance  abuse  services  often 
present  to  treatment  with  comorbid  psychiatric  disorders  and  other  subclinical  complications.  A 
study  conducted  by  Stowell  and  Estroff  found  that  83%  of  adolescents  entering  treatment  for 
primary  substance  use  disorder  also  met  DSM-III-R  criteria  for  an  Axis  I  psychiatric  disorders. 
In  a  post-detoxification  study  of  57  adolescent  substance  abusers,  DeMillio  (1989)  found  the 
most  prevalent  diagnoses  were  conduct  disorder,  major  depressive  episode,  attention  deficit  and 
hyperactivity  disorder,  and  impulse  disorder.  Edwall,  Hoffmarm,  and  Harrison  (1989)  reported 
disproportionate  numbers  of  females  have  been  sexually  victimized  and  suffer  serious 
psychological  sequelae.  The  studies  suggest  that  substance  abuse  treatment  programs  should  be 
prepared  to  conduct  thorough  psychiatric  assessments  upon  treatment  entry.  Thus  programs 
should  be  equipped  for  treating  co-occurring  disorders  when  they  are  identified.  This  literature 
further  underscores  the  importance  of  reassessing  youth  upon  treatment  completion  to  better  plan 
effective  aftercare  and  wraparound  services  for  multiple  conditions. 

COMPONENTS  OF  A  SYSTEM  OF  CARE 

This  paper  addresses  two  complementary  systems  of  services  for  adolescents  with  substance 
abuse  problems,  including  the  following:  (1)  substance  abuse  treatment  modalities  and  (2) 
ancillary  services.  The  services  which  are  identified  include  the  broad  range  of  substance  abuse 
treatment  services  available  through  a  comprehensive  continuum  of  care. 

ADOLESCENT  SUBSTANCE  ABUSE  TREATMENT  MODALITIES 

Substance  abuse  treatment  modalities  include  two  principal  dimensions  —  the  treatment  model 
and  the  treatment  setting.  (Saxe,  1991).  Two  treatment  models  highlighted  in  this  paper  include 
the  following:  (1)  psychosocial  treatments  involving  psychotherapeutic  techniques  used  by 
professional  therapists,  e.g.  psychiatrists,  psychologists,  clinical  social  workers  and  certified  drug 
counselors);  and  (2)  pharmacological  treatments  referring  to  the  use  of  medications  to  assist  in 
the  withdrawal  process,  maintain  abstinence  and  prevent  relapse.  Treatment  settings  can  be 
divided  into  two  broad  categories:  (1)  residential  and  (2)  nonresidential.  Residential  treatment 
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refers  to  a  24  hour  care  environment,  including  hospitals,  residential  facilities,  therapeutic 
communities  and  group  homes.  Nonresidential  or  outpatient  treatment  refers  to  less  restrictive 
treatment  environments  which  provide  a  broad  range  of  intensity-of-care  levels  without 
overnight  accomodation.  Adolescent  substance  abuse  treatment  systems  typically  seek  to 
provide  appropriate  services  in  the  least  restrictive  environment.  Eighty  percent  of  adolescents 
receive  substance  abuse  treatment  in  outpatient  settings  (Kaminer  &  Buckstein,  1989). 

I.  ADOLESCENT  TREATMENT  MODELS 
Counseling/Psychotherapy 

Individual,  group  and  family  oriented  counseling/psychotherapy  are  the  most  frequently  utilized 
types  of  treatment  and  are  commonly  referred  to  as  psychosocial  treatment.  Psychosocial 
treatment  methods  utilized  in  substance  abuse  treatment  are  based  on  a  number  of  different 
theoretical  models,  e.g.  cognitive  behavioral,  behavior  modification,  psychodynamic,  insight 
oriented,  motivational  enhancement.  A  combination  of  therapy  formats  (individual  vs.  group) 
and  theoretical  models  may  be  utilized  in  the  course  of  a  treatment  episode.  Psychosocial 
treatment  methods  have  been  demonstrated  to  be  effective  in  treating  substance  abuse  problems 
in  the  general  population.  (McClellan,  1997;  Hubbard,  1989;  Simpson,  1997).  The  effectiveness 
of  diverse  theoretical  models  has  been  demonstrated  by  a  number  of  studies,  including  the 
following:  peer  group  therapy  (Fisher  &  Bentley,  1996),  cognitive  behavioral  therapy  (Arzin  et 
al.,1994),  problem  solving  and  coping  skills  training  (Hawkins  et  al.,  1991)  and  relapse 
prevention  techniques  (Myers  &  Brown,  1993).  A  recent  meta-analysis  conducted  by  Stanton  and 
Shadish  (1997)  supports  the  effectiveness  of  family  therapy  for  adolescents  as  an  adjunct  to  other 
treatment  approaches. 

Pharmacological  Treatment 

Pharmacological  treatment  involves  the  use  of  pharmacological  agents  to  address  symptoms  of 
withdrawal,  to  maintain  abstinence  and  to  prevent  relapse.  These  treatments  are  routinely 
provided  in  conjunction  with  psychosocial  treatments. 

Detoxification 

Detoxification  is  utilized  to  ensure  a  safe  process  of  physiological  withdrawal  from  one  or  a 
combination  of  drugs  of  abuse.  Detoxification  services  are  provided  on  an  inpatient  or  outpatient 
basis,  depending  on  the  severity  of  the  medical  problems  associated  with  withdrawal.  Many 
adolescent  substance  abusers  have  not  yet  developed  physiological  symptoms  of  dependence. 
Martin  (1995)  reports  that  22.6%  of  the  adolescents  in  a  clinical  sample  with  a  DSM-IV 
diagnosis  of  alcohol  dependence  experienced  some  form  of  physiological  withdrawal.  Currently, 
most  detoxification  services  are  provided  on  an  outpatient  basis  and  are  viewed  as  a  first  step  in  a 
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more  comprehensive  approach  to  treatment ,  involving  counseHng  and  other  support  services 
(Lowinson,  1992).  Adolescents  who  experience  medical  complications  from  overdose  or  who 
have  associated  psychiatric  and  other  medical  problems  are  provided  detoxification  services  on 
an  inpatient  basis. 

Opioid  Addiction  Treatment 

Methadone  and  LAAM  (levo-alpha-acetyl-methadol)  are  synthethic  opiate  agonist  medications 
used  to  treat  opioid  (e.g.,  heroin)  addiction,  in  conjuction  with  counseling,  medical,  vocational, 
mental  health  and  other  appropriate  services.  These  are  the  only  Food  and  Drug  Administration 
(FDA)  approved  medications  for  this  purpose.  Studies  have  consistently  demonstrated  the 
effectiveness  of  these  medications  when  appropriately  administered  and  in  combination  with 
comprehensive  services.  (Senay,  1985;  Sells,  1977)  Their  use  is  regulated  by  the  FDA  and  the 
Drug  Enforcement  Administration,  through  its  registration  of  practitioners.  FDA  regulations, 
which  specify  minimum  admission  criteria,  have  an  exception  for  persons  under  age  18.  This 
exception  provides  that  "a  person  under  1 8  is  required  to  have  had  two  documented  attempts  at 
short-term  detoxification  or  drug  -free  treatment  to  be  eligible  for  rmaintenance.  A  one  week 
waiting  period  is  required  after  such  a  detoxification  attempt,  however,  before  an  attempt  is 
repeated."  Parental  (guardian  or  responsible  adult)  consent  is  a  pre-condition  for  admission  to 
treatment. 


11.  ADOLESCENT  TREATMENT  SETTINGS 
Non  Residential/Outpatient  Settings 

Non  residential/outpatient  treatment  settings  provide  psychosocial  therapy /counseling  and  related 
support  services  of  varying  intensity.  The  CSAT  Consensus  Panel  "Treatment  of  Substance  Use 
Disorders  Among  Adolescents"  (in  press,  1998)  identifies  three  major  levels  of  service  intensity, 
i.e.  non-intensive,  more  intensive,  day  treatment.  Professionally  directed  evaluation  and 
treatment  sessions  typically  involve  fewer  than  9  hours  per  week  in  nonintensive  settings,  9-20 
hours  per  week  in  more  intensive  settings  and  as  many  as  40  -  60  hours  per  week  in  day 
treatment  programs.  The  following  descriptions  of  outpatient  treatment  progress  from  settings 
generally  thought  to  be  less  intensive  to  those  considered  more  intensive. 

School  Based  Health  Clinics  TSBHCsl 

School-Based  Health  Clinics  (SBHC's)  represent  an  emerging  setting  for  adolescent  health  care 
delivery.  Substance  abuse  counseling  and  referrals  are  among  the  range  of  services  provided  by 
SBHCs.  A  study  of  one  SCHC  conducted  by  Anglin,  Naylor,  and  Kaplan  (1996)  found  that  8% 
of  students  sought  substance  abuse  services  in  this  setting.. 
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After  School  and  Evening  Care  Programs 

After-school  and  evening  care  programs  represent  another  emerging  type  of  outpatient  adolescent 
substance  abuse  treatment  modality.  In  such  programs,  psychosocial  therapy  and  support 
services  are  provided  at  various  levels  of  intensity  and  are  scheduled  to  enable  adolescents  to 
attend  school  during  the  day.  Some  of  these  programs  provide  more  intense  services  during  the 
weekend.  In  addition,  these  programs  address  many  of  the  areas  commonly  associated  with 
relapse  by  providing  structured  activities  during  unsupervised  time  periods  when  adolescents  are 
at  risk  for  substance  use. 

Day  Treatment/Partial  Hospitalization 

Day  treatment  programs,  sometimes  referred  to  as  partial  hospitalization,  provide  professionally 
directed  evaluation  and  treatment  in  a  structured  program.  Day  treatment  programs  typically 
provide  services  for  adolescents  for  more  than  4  hours  a  day,  usually  between  5  to  7  days  a  week. 
These  programs  include  individual  counseling,  on-site  adolescent  self  help  groups,  group  and 
family  counseling,  educational  services  and  referral  to  other  types  of  treatment  as  appropriate. 
Structured  outpatient  treatment  is  a  viable  alternative  to  inpatient  care  for  adolescents  who  have 
adequate  family  and  community  supports,  who  are  motivated  to  accept  treatment  and  who  are 
willing  to  cooperate  in  the  treatment  program  (Lowinson,  1992).  Patient  factors  that  lend 
themselves  to  more  successful  outcomes  in  this  modality  include  higher  levels  of  inter  personal 
and  intra  personal  functioning  by  both  the  adolescent  and  his  or  her  family  members  (Feigelman, 
1987;  Friedman,  Utada,  &  Glickman,  1986).  An  early  outcome  study  documenting  the 
effectiveness  of  adolescent  day  treatment  effectiveness  found  that  patients  significantly  reduced 
pretreatment  substance  use  levels  (Friedman,  1988). 

Residential  Settings 

Residential  treatment  settings  include  a  broad  range  of  domiciliary  facilities  and  may  include 
professionally  directed  medical,  psychiatric  and/or  psychsocial  treatment  and  24  hour 
supervision  and  care.  The  residential  care  continuum  includes  psychosocial  care  at  the  most 
intensive  end  and  group  home  living  without  professional  supervision  at  the  least  intensive  end. 
(CSAT  Consensus  Panel,  1998) 

Inpatient  Hospital  Programs 

Inpatient  hospital  treatment  settings  provide  both  psychiatric  and  medical  services  and  are 
utilized  for  adolescents  with  more  severe  substance  abuse  problems  or  for  adolescents  with 
chronic  psychiatric  and  substance  abuse  problems.  It  is  common  for  hospital  inpatient  treatment 
to  include  assessment  of  the  severity  of  the  adolescent's  drug  abuse  problems,  individual,  group 
and  family  counseling  and  behavior  modification.  Hospital-based  substance  abuse  treatment  for 
adolescents  typically  does  not  extend  beyond  two  months.  (Lowinson,  1 992) 


6 


Residential  Treatment 

Residential  treatment  settings  include  a  broad  range  of  non-hospital  based  treatment  facilities 
such  as  community  based  programs,  therapeutic  communities  (TC's)  and  halfway  houses. 
Residential  treatment  settings  are  designed  to  remove  the  adolescent  from  the  home  and  school 
environment  and  provide  a  new  and  drug  free  environment.  Services  provided  may  include 
individual  and  group  counseling,  self  help  groups,  educational  activities,  recreation  and  drug 
education  in  addition  to  24  hour  supervision.  Adolescent  residential  treatment  programs  may 
range  from  1  to  12  months  and  may  include  outdoor  or  wilderness  experiences  to  foster  self- 
esteem  and  cooperative  behavior.  (CSAT  Consensus  Panel,  1998). 

Therapeutic  Communities 

The  therapeutic  community  (TC)  offers  an  intensive  and  comprehensive  treatment  program 
which  is  highly  structured,  and  which  typically  includes  daily  regimens  of  intensive  encounter 
groups,  group  therapy,  counseling,  tutorial  learning  sessions,  formal  education  and  residential  job 
functions.  Residential  job  functions  and  facility  management  roles  are  used  as  a  vehicle  for 
teaching  self-development.  The  TC  community  provides  a  social  environment  in  which  residents 
can  develop  social  skills  and  develop  socially  productive  lifestyles.  TC's  emphasize  the  role  of 
mutual  reinforcement  and  social  pressure  to  maintain  abstinence  and  eliminate  antior.  (DeLeon, 
1994)  As  of  1994,  approximately  20  -25%  of  TC  clients  nationwide  were  adolescents. 
Typically,  adolescents  entering  TC's  are  more  likely  to  have  more  acute  substance  abuse 
problems,  as  well  as  other  mental  health  disorders,  learning  disabilities,  and  criminal  justice 
involvement.  (Jainchill,  1995). 

Group  Homes/Therapeutic  Foster  Care 

Group  homes,  also  referred  to  as  halfway  houses  or  independent  living,  are  community  based, 
non-medical  facilities  that  provide  transitional  living  arrangements  with  varying  levels  of 
treatment  planning  and  staff  supervision.  (CSAT  Consensus  Panel,  1998)  These  settings 
typically  provide  food,  shelter  and  vocational,  recreational  and  social  services  to  substance 
abusers  in  a  supportive  atmosphere.  Residents  may  work  and/or  receive  educational  training 
outside  of  the  group  home.  In  therapeutic  foster  care,  a  small  group  of  adolescents  are  placed  in 
a  therapeutic  family  situation,  with  foster  parents  who  have  some  experience  working  with 
substance  abusing  youth.  (CSAT  Consensus  Panel,  1998) 

ANCILLARY  SERVICES  FOR  ADOLESCENTS 

Adolescents  access  ancillary  services  at  different  points  in  their  substance  use  trajectories.  While 
these  services  can  be  utilized  during  treatment,  they  are  also  utilized  pre  and  post  treatment. 
Ancillary  services  function  to  support,  facilitate,  and  coordinate  substance  abuse  treatment 
services. 
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Case  Management 

All  models  of  case  management  serve  a  core  set  of  common  goals  including,  "helping  the  client 
implement  personal  reentry  plans,  monitoring  the  client's  progress,  intervening  in  client  and 
family  crises,  and  most  importantly  helping  the  client  to  create  links  with  prosocial  support 
structures  within  the  larger  drug-free  community"  (Spear  &  Skala,1995).  With  a  multitude  of 
services  available  in  several  different  environments,  case  management  facilitates  treatment  by 
linking  adolescents  to  services  that  will  address  their  individualized  needs.  Literature 
referencing  use  of  adolescent  substance  abuse  case  management  models  is  largely  descriptive 
(e.g.,  Evans  &  Dollard,  1992;  Godley,  Godley,  Pratt  &  Wallace,  1994).  However,  studies  of 
adult  substance  using  populations  suggest  that  the  addition  of  case  management  services  improve 
the  quality  of  treatment.  A  recent  study  found  that  the  inclusion  of  case  management  services 
increased  client  retention  in  both  residential  and  outpatient  programs.  Furthermore,  residential 
clients  receiving  case  management  services  were  less  likely  to  relapse  during  a  90-day  follow-up 
period  (Schwartz,  Baker,  Mulvey  &  Plough,  1997). 

Wraparound  Services 

The  wraparound  service  model  is  based  upon  the  idea  that  substance  abuse  treatment  is  most 
effective  when  adolescents  and  their  families  have  access  to  a  full  range  of  community  support 
services.  The  wraparound  model  allows  adolescents  and  their  families  the  opportunity  to  work 
with  an  interdisciplinary  treatment  team  in  developing  a  service  plan  that  is  tailored  to  the 
client's  unique  circumstances.  A  recent  inquiry  by  the  Committee  on  Quality  Assurance  and 
Accreditation  Guidelines  for  Managed  Behavioral  Health  Care  found  that  an  individual's  larger 
social  context  must  be  considered  if  treatment  is  to  achieve  long  term,  positive  treatment 
outcomes  (Edmunds  et  al.,  1997).  In  one  instance,  treatment  providers  assembled  a  consortium 
of  social  service  agencies,  schools,  corrections  personnel,  churches  and  community  organizations 
to  support  a  day  treatment  program  for  adolescents  in  rural  areas  (Bricker  &  Bricker,  1995). 
Edmunds  et  al.  (1997)  recommend  that  wraparound  models  be  included  as  a  part  of  the  managed 
care  accreditation  process. 

Outreach 

Outreach  efforts  support  the  adolescent  treatment  process  by  targeting  certain  youth  populations 
and  developing  approaches  aimed  at  preventing  or  terminating  substance  use  that  are  based  upon 
the  unique  characteristics  of  the  targeted  adolescent  group.  Outreach  services  also  play  a  key 
role  in  facilitating  entry  into  treatment  for  youth  evidencing  serious  substance  abuse  problems. 
As  noted  by  Wyman  (1997),  outreach  efforts  may  be  of  particular  importance  for  certain  sub- 
groups, such  as  homeless  youth,  who  have  an  especially  high  incidence  of  drug  abuse. 
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Student  Assistance  Programs 

Student  Assistance  Programs  (SAPs)  are  another  type  of  adolescent  specific  substance  abuse 
prevention/intervention  program.  They  began  in  1979  when  the  Westchester  County  Department 
of  Mental  Health  first  implemented  programs  in  six  schools  in  New  York  State.  Nationwide,  a 
large  number  schools  now  have  SAPs  in  their  junior  high  and  high  schools.  SAPs  primarily 
function  as  case-finding  and  referral  services,  while  some  programs  provide  case-management 
for  drug  involved  youth  (James,  1994).  Thus,  the  range  of  services  provided  by  SAPs  includes 
outreach  at  one  end  of  the  continuum  and  treatment  support  services  at  the  other. 

Crisis  Intervention 

Crisis  Intervention  services  assume  a  variety  of  forms  but  all  models  are  aimed  at  assisting  the 
adolescent  and  his  or  her  family  in  managing  an  acute  or  emergency  situation.  According  to  the 
American  Society  for  Addiction  Medicine  (ASAM),  crisis  intervention  should  focus  on 
deescalating  the  situation  by  eliminating  the  potential  for  further  injury  to  self  or  others,  reducing 
pain,  and  decreasing  the  client's  anxiety  (ASAM,  1994).  Not  infrequently,  crisis  intervention 
services  also  involve  medical  treatment  such  as  detoxification  from  a  overdose  or  drug 
interactions.  Other  interventions  such  as  those  used  by  schools  crisis  intervention  teams  or 
hotlines,  may  utilize  only  psychotherapeutic  techniques  and  referrals. 

Self-help  Groups 

Self-help  groups,  such  as  Alcoholics  Anonymous  (AA)  and  Narcotics  Anonymous  (NA),  provide 
a  supportive,  member-facilitated  environment  for  adolescents  attempting  to  maintain  abstinence 
from  drugs  and/or  alcohol.  A  study  conducted  by  Hoffman  and  colleagues  found  a  positive 
correlation  between  self-help  group  attendance  and  abstinence.  Adolescents  attending  a  self-help 
group  meeting  at  least  twice  per  week  were  more  likely  to  be  drug-  and  alcohol-free  on  year  after 
completing  treatment  (Hoffman,  1992). 

CONCLUSIONS 

The  treatment  modalities  briefly  discussed  offer  a  wide  range  of  promising  treatment  options  for 
adolescents  with  substance  abuse  problems.  Thus,  preparing  to  meet  the  substance  abuse  service 
needs  of  adolescents  funded  under  CHIP  will  not  be  an  easy  task.  Service  providers  should 
utilize  standardized  screening  and  assessment  to  determine  the  appropriate  modality  given  the 
acuity  of  the  adolescent's  problems.  Adolescent  substance  abuse  treatment  outcomes  will  be 
improved  when  (a)  the  family  is  involved  in  treatment  and  (b)  case  management  or  wraparound 
models  are  utilized  to  coordinate  the  adolescent's  involvement  in  multiple  support  systems. 
States  should  be  aware  that,  though  one  form  of  treatment  does  not  consistently  outperform 
another,  certain  individual  and  program  characteristics  have  consistently  been  associated  with 
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improved  treatment  outcomes.  Catalano  et  al.  (1991)  found  that  education,  time  in  treatment, 
family  involvement,  and  the  range  of  services  provided  are  positively  associated  with  positive 
outcomes  while  criminal  justice  involvement  showed  a  negative  relationship.  There  is  a  great 
deal  to  be  gained  by  ensuring  that  adolescents  have  access  to  appropriate  forms  of  substance 
abuse  treatment. 
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